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Dr. BROWN KELLY suggested that this might be an instance of diffuse hyperplasia due to congenital syphilis. He had written a paper on the subject in 1906.1 The outstanding features were diffuse hyperplasia affecting the larynx and sometimes also the pharynx. This might be symmetrical and unaccompanied by ulceration. The underlying disease was congenital syphilis, although no other sign of that diathesis might be evident. The hyperplasia did not respond to antisyphilitic treatment. There was a great tendency for the tissue to become rapidly cedematous, and in a large proportion of the cases cedema was responsible for the death of the patient. For ten years has complained of slight discomfort on right side of throat but has no difficulty in swallowing or breathing, and no change in voice.
There is a large swelling apparently originating in the lateral wall of the pharynx and causing the right half of the epiglottis to be folded inwards and backwards towards the mid-line. On palpation the tumour is cystic.
Tumour of Base of Tongue.-W. H. JEWELL, M.D.-M. A. S., female, aged 40. In 1914 first seen at hospital complaining of difficulty in breathing and swallowing, due to a tumour of the base of the tongue in much the same position as the present one. As the symptoms had not been urgenit and there was a doubt as to there being a sufficiency of thyroid in the neck, operation was not advised at that date.
In 1920 at another hospital the tongue had been split and the removal of the tumour attempted. Respiration and swallowing were better for twelve months afterwards, notwithstanding the great difficulty she had in moving her tongue during that period.
May, 1928, patient returned to me at hospital complaining of difficulty in breathing and swallowing, becoming much worse during the past two years.
There is a globular tumour of about the consistency of thyroid on the dorsum of the tongue in the vicinity of the foramen cacum. It is about the size of a small walnut, but varies slightly. No evidence of thyroglossal tract in neck.
Di8cU8sson.-Mr. HERBERT TILLEY advised puncture of the swelling with a fine trocar as a possible help in diagnosis. If no fluid came out, it would remind him of a case which Sir Felix Semon had shown many years ago, in which a swelling of similar appearance proved to be a fatty tumour. The swelling in this case would, he thought, prove to be a cyst. Professor Hajek had said he thought it might be a thyroid tumour, and had advised a subhyoid operation which he had employed in three or four such cases. He had also enjoined that special care should be taken during the removal of the tumour not to perforate the pharyngeal mucous membrane, and thus endanger septic infection of the wound.
Mr. NORMAN PATTERSON said that some years ago he had shown a somewhat similar case. It had been diagnosed as a cystic tumour, but proved to be an angioma. He therefore agreed that the swelling in this case should be punctured.
Sir JAMES DUNDAS-GRANT said he had treated such a case by transfixing near the base of the projecting part with two needles, beneath which he placed an ecraseur, and then slowly detached the tumour. There had been no great hemorrhage, and sufficient thyroid tissue had been left for functional needs.
Mr. H. BELL TAWSE (President) said he thought Mr. Jewell's case should be left alone. The condition did not seem to be causing much trouble.
Dr. E. B. BARNES said he had had a similar case in a child who had already been operated upon, and had had a recurrence. He had obtained a view of the tumour from the mouth and had removed it with a diathermy needle. When he saw the patient again, eight months later, there was no recurrence.
Mr. A. R. TwEEDIE said he had shown a similar case two years before and had been advised to leave it alone. Nothing adverse had happened since.
Mr. JEWELL (in reply) said that the patient now complained of difficulty in respiration which made it necessary for her to be propped up with a bolster and three pillows at night; she also complained of the return of her food if she attempted to take solids. She requested that something should be done to relieve her. Following her operation in 1920, it was said to have been necessary to give thyroid extract for a long time. He did not think it would be advisable to carry out subhyoid pharyngotomy for fear that myxcedema might result. He proposed to use diathermy or the cautery. The swelling had been punctured but no fluid had been obtained. Wassermann reaction negative. Repeated examinations, including two endoscopies, failed to reveal any primary focus. Provisional diagnosis: primary neoplasm of lymphatic glands. At operation, the mass was found to be so extensively adherent as to be inoperable. A portion was removed for microscopic examination.
Pathological Report (May 24, 1928) , by Dr. RIcKWOOD LANE: The tumour consists of areas of hyaline tissue in which are numerous spaces containing blood and capillaries with prominent endothelium, surrounding masses of cells originally polygonal in shape, but becoming spindle-shaped from pressure and evolution. In these are capillaries and more spaces containing blood particularly in the central parts. The tumour is an endothelioma, possibly a carotid body tumour.
Ten days later, two cartridges of radium were inserted for twenty hours. Mr. T. B. LAYTON said that twenty years ago he had seen an identical case. He had taken the section to the late Mr. J. H. Targett, who was then an acknowledged authority upon microscopic morbid anatomy, and he vividly remembered what he had said: " This tumour is certainly epithelial in nature and if no primary tumour can be found, I suppose we must class it as branchiogenous." He (the speaker) thought this report might also apply to the section of the case under discussion and he saw no reason to class it as an endothelioma.
Were they, however, sure there was no primary growth ? He suspected that the tumour in the neck would prove to be secondary to a carcinoma of the sinus pyriformis. Already on that side there was mucus hanging about at the opening of the sinus which was not present on the other side, and this might be the first symptom of such a tumour. In the case to which he had referred, the patient had died eighteen months after the operation, from dysphagia almost certainly due to a carcinoma of the pharynx, though no post-mortem evidence had been obtainable. Pathological Report (by Dr. S. Keith).-(i) Left tonsil (that is the larger one) contains many crypts full of unorganized debris. There is chronic inflammation, but not more than is common in any tonsil.
(ii) Right Tonsiti.-The crypts in this tonsil contain purulent -material. The tonsil as a whole shows signs of moderate infection.
